We have analysed the refractive results of corneal triple procedures (penetrating keratoplasty with extracapsular cataract extraction and posterior chamber intraocular lens implantation) in 52 ey es of 47 patients with a mean follow-up of 39 months. The patients were predominantly old and female and most received unilateral surgery. The contralateral acuity was 6/24 or worse in more than 50% 
contralateral acuity was 6/24 or worse in more than 50% of cases at the time of surgery. Many of these patients were significantly ametropic pre-operatively. Biometry does not seem to have improved the refractive results in those patients in whom it was attempted. The majority of patients were hy permetropic when their refraction stabilised, with resulting poor uncorrected visual per formance. Possible improvements are discussed.
Simultaneous cataract and corneal surgery is indicated in those patients in whom coexisting disease reduces vision to unacceptable levels.1, 2 It may also be indicated for those patients in whom cataract surgery is likely to result in cor neal decompensation, or in whom corneal surgery is likely to accelerate cataractogenesis. 3 
1985.
The hospital records were examined and data extracted to a spread-sheet. Data sought were (1) patient identifiers, (2) epidemiological data including age, sex and distance from home address to Moorfields, and (3) cause of corneal opacity, refractive outcome, complications and rejection episodes, and whether further surgery was required.
Where the data was available, pre-morbid refractions were noted. Pre-operative acuity of both eyes and details of bio metry (if any) were noted, as was suture technique and other operative details. Post-operatively, the numbers of clinic visits during the first year's trimesters and second year's semesters were recorded. 'Final' refraction was defined as a stable refraction (less than 0.5 dioptre change) for two successive clinic visits, or the latest refraction if follow-up exceeded 2 years. This data-base included the parameters shown in Table 1 . The data were then analysed.
RESULTS
Fifty-one patients were identified who had undergone cor- 
Surgical and Refractive Data
The commonest diagnosis was Fuchs' endothelial dys trophy; other diagnoses are shown in Table II . More than half the patients had 6/24 vision or more in their fellow eye, whilst more than a quarter had CF (counting fingers) vision or worse, as shown in Table In. For 21 of the 51 eyes (40%), pre-cataractous refractions were available. These showed more than 5 dioptres of ametropia in at least one axis in 4 (19%) eyes.
Seven of the 42 unilateral procedures (17%) were per fo rmed by surgeons in training, whereas they performed 4 of the 10 bilateral procedures. Fifty-six per cent of the donor eyes had been banked as corneo-scleral prep arations, and the remainder as whole eyes stored in moist chambers. Suturing was with continuous 10/0 in 30 cases, interrupted in 18 and a mixture (8 + 8) in 4 patients. Most grafts were between 7 and 8 mm in diameter and in all cases a viscoelastic agent was used. In general the donor was trephined using a trephine 0.5 mm larger than that used for the host. Mean follow-up per eye was 39.04 months ±19.9. Sev enty-four per cent of eyes had a follow-up of 2 years or more, and 88% of 1 year or more. Only a single eye had less than 6 months' follow-up.
Best corrected visual acuity was improved post-oper atively for all patients except 2, one of whom lost one line of Snellen acuity due to age-related macular changes whilst the other had an evisceration following fulminant One patient had no astigmatism; for the others the mean astigmatic error was 4.33 cylindrical dioptres (DC) ± 2.9.
The range of astigmatic error was from 0 to -3 1 DC as shown in Fig. 4 . There was no significant difference in the degree of astigmatism between left (4.4 ± 2.2 DC) or right (4.2 ± 3.5 DC) eyes, between those in whom sur gery was performed by consultants (4.2 ± 2.7 DC) or by surgeons in training (4.6 ± 3.9 DC) , nor between those in whom banked (4.0 ± 1.9 DC) or whole-eye (3.9 ± 3.1 
DISCUSSION

Historical Perspective
Combined simultaneous surgery for cataract and corneal We have therefore preferred to convert all our final refrac tions to a minus cylinder and then report the proportion with myopic or hypermetropic spherical errors. We have used the term 'mean spherical ametropia' which is inde pendent of whether the lens is positive or negative.
Diagnoses
The majority of our patients were elderly and female, as has been the experience of others. Although the commonest diagnoses were bilateral condi tions, other authors have also reported that only a minority of patients require bilateral surgery. 1 2
Geography
Hitherto, the referral of patients in the National Health be that for young patients with good contralateral vision a two-stage procedure (PK+ECCE followed by IOL after stabilisation of keratome try) should be considered, but the significant advantages of a single surgical procedure and in-the-bag placement of the IOL will be lost. An alter native would be PK followed by ECCE+IOL, which would allow in-the-bag placement but subjects the corneal graft to a more extensive secondary surgical procedure which carries some risk of graft failure.
Complications
The complications in this series are unremarkable and similar to those of others, with the exception of the fulmi nant Pseudomonas endophthalmitis which destroyed the eye of one patient. Our rejection rate of 18% and graft refractive surgery rate of 12% compare well with pub lished data.7, 1l
Refractive Results: Spherical Error
Although pre-morbid refractions were available for only a minority of patients, and whilst these might have been seriously affected by lenticular index changes, they do suggest that if this sample is typical of the population under study, then our patients have a significant incidence of ametropia. This clearly will contribute to post-operative ametropia unless appropriate measures are taken to reduce it by alterations in the power of the IOL to be implanted.
Pitts and Jay 15 have reported an association between
Fuchs' endothelial dystrophy and axial hypermetropia.
We are concerned to see that many of these patients were left with at least one hypermetropic meridian (i.e. a positive spherical error after conversion to negative cylin der), with the result that without optical correction at least one meridian would be blurred at all distances. Clearly a proportion were in fact hypermetropic in both optical mer idia (16 of 51 eyes; 31 %) and therefore entirely dependent on optical correction for useful vision. In contrast, those patients who were left with a residual myopia were at least theoretically able to see something at short distances unaided.
The calculation of the IOL power presents a problem. This may possibly be because these were the most amec. CLAQUE ET AL.
tropic patients pre-operatively in whom it was hoped bio metry would be most helpful, and highlights the problem of ametropia in these patients. The. SRK formula is known to be inaccurate in extremes of ametropia. 
Conclusion
This series shows that a significant proportion of patients are hypermetropic after corneal triple procedures, with resulting poor unaided visual acuity. We believe that as most surgeons are unable accurately to predict post-oper ative k-readings for their patients, careful consideration is required before using reduced-power IOL implants for patients undergoing corneal triple procedures. In the absence of documented high axial myopia they may best be avoided.
